INTRODUCTION
Urticaria is one of the most frequent skin disorders encountered in medical practice. Urticaria is defined as acute if the urticarial lesions recur for less than six weeks and as chronic if it persists for longer than six weeks [1] . Chronic urticaria, which can last from several weeks to several years or decades, can significantly impair the quality of life [2, 3, 4, 5] . There are many underlying causes for both acute and chronic urticaria. The subject of urticaria triggers has been intensely investigated by clinicians and researchers. Controversy surrounds the role of occult infection in the pathogenesis of different urticarial subtypes. In case of acute urticaria the role of infection is well established but due to the limited duration of acute urticaria this does not result in a specific management. Acute urticaria is considered as a known symptom or consequence of viral infection in general, but especially in children [7, 8, 9] . Recent data found infection to be the most commonly identified cause of acute urticaria in one series (37%) [10] . In another series, infection was identified in 57% of acute urticaria cases, benign viral upper respiratory (nasopharnygitis) or gastrointestinal tract infections being the most frequent etiology [11] . A third series found that 20-30% of children with spontaneous acute urticaria were triggered by infection, 91% of these acute cases progressed to chronic form of urticaria [9] . In the field of chronic urticaria randomized controlled trials are scarce, but there is increasing evidence that persistent infections are important triggering factors (6) . Although infection has been identified as one of the possible trigger in urticaria, yet the prevalence of infections; bacterial, viral, parasitic or fungal, appears not to differ in spontaneous chronic urticaria compared to the general population, Yet, there is a very large amount of reports demonstrating benefit after eradication of infectious processes in form of complete resolution of the urticaria [7] . Most reported infections in chronic urticaria are related to the gastrointestinal tract, dental and ENT region. Occasionally the site of infection/inflammation that might be triggering the chronic urticaria is unusual and/or unapparent which require careful history, thorough physical exam and focused investigations, like the patient in this reported case. We hereby present a case of chronic urticaria in an adult female secondary to cosmetic facial filler inflammation which resolved after three weeks of broad spectrum antibiotics and did not recur after treatment and several months of follow up.
CASE REPORT
A 48 years old, Saudi lady was referred to our Allergy clinic with 8 weeks history of urticarial lesions in the form of pruritic erythematous wheals and flares all over her body ranging from a few millimeters to several centimeters in diameter, not associated with angioedema or anaphylactic symptoms. Cutaneous manifestations were not related to a specific inducing factor like food or drug. She had no benefit from maximum anti-histamine and steroids given to her from a private clinic. Allergi history was negative. During patient clinic visit and during physical exam, we noticed a mild swelling along the left parotid area which she thought was from dental problem. So, in addition to the usual workup for chronic urticaria which included; complete blood count with differential, erythematous sedimentation rate, complements levels, CH50, free T4, TSH and Antinuclear antibodies, which were all normal, we added parotid ultrasound, worth mentioning that our dental exam was normal. The radiologist who did the ultrasound advised for CT scan for head and neck which was done and revealed that the patient had cosmetic filler of both cheeks, but with significant inflammation around the left side indicating possible infection. The patient did not mention any cosmetic procedures during her interview, when questioned after the Ct results she admitted to the cosmetic filling procedure in one of the small clinics in the city almost one week before the start of her urticarial symptoms. The material that was injected in the filling was not documented.The Patient was started on broad spectrum antibiotics for three weeks after which she came for follow up visit and had complete resolution of the swelling and had no urticaria lesions for past two weeks for the first time in two months. No cultures were obtained from the filler due to sensitivity of the region and patient preference to see the response to antibiotics. In the follow up visit after two months of stopping the antibiotics, patient still had no urticaria and no recurrence of the swelling. Patient was advised to follow with her cosmetic dermatologist for possible recurrence of infection and all her antihistamines had been stopped for one month with no symptoms. 
DISCUSSION
Although by definition all chronic urticaria cases must have started as an acute urticaria, and the acute form can be triggered by infections, there are no clear-cut data to confirm a direct link between infections and chronic urticaria [12] . Various correlations ranging from reasonably convincing to less so, have been published. The best data come from bacterial infection like,H. pylori infection and also from Hepatitis B, Hepatitis C infection [13] .It is no matter of debate that the prevalence of infections in chronic urticaria is similar to control groups; however, patients who develop chronic urticarial their immune response to infections may differ and those may develop infection-induced autoreactivity/ autoimmunity. This led to the employment of epitope mimicry as a possible mechanism for development of chronic urticaria in the context of infection. Clinical data support the involvement of infectious agents in the pathogenesis of urticaria, yet, proving its existence can be quite a clinical challenge especially if the infection resides in an unapparent site and/or inaccessible site.
There are many emerging case reports proving that unusual or unapparent infections should be truly looked for, as a possible cause of chronic urticaria, like Blastocystis hominis infestation in certain parts of the world [14] . Although large number of parasites have been correlated with urticaria, but few data exist regarding Blastocystis hominis infection; however, a series of case reports revealed the great association. In addition,genital herpes simplex infection, Tinea infection in different sites as between toes and Pelvic inflammatory disease had been reported as possible causes of chronic urticaria [15, 16, 17] . Therefore, thorough history,physical examination and focused investigations should be performed for any patient present with chronic urticaria.
We believe in case of our patient, the filler infection which was apparent on CT scan as inflammation was triggering her urticaria. Although there was no culture to prove the infection, her symptoms resolution with antibiotics with no recurrence, highly suggests that.
In the era of revolution in cosmetic procedures, there are many dermatological or cosmetic interventions that might be a newer port of infection which could induce urticaria of either acute or chronic form. Reported cases of chronic urticarial after these procedures are limited, in part because of their good safety profile. To our knowledge this is the first case report to document chronic urticaria post cosmetic facial filler. However, there are four cases reported of acute urticaria post laser treatment for hair reduction and another case reported as Mesotherapy-induced acute urticarial [18, 19] . In addition, there is one case reported cold-induced urticaria after fractional CO2 laser resurfacing of the face [20] .
Although there is published data suggested that there is no detectable allergenicity (immediate Type I or delayed Type IV hypersensitivity) of hyaluronic acid skin filler injection and an absence of immunogenicity in almost all individuals receiving Restylane or Perlane as dermal fillers, there are also contradicting reports of urticarial vasculitis post nonanimal hyaluronic acid skin filler injection and a risk of granuloma formation [21, 22, 23] .
With any cosmetic procedure there is always a remote but possible risk of infection. In our case the filler was facial and we could detect a small swelling despite the fact that patient did not mention the procedure in the history. These cosmetic fillers can be done in many parts of the body including the breast, the gluteal area and others, which might be less apparent to the physician and more difficult to detect. So we recommend that with the wide-spread practice of cosmetic procedures to keep these procedures in mind when investigating a patient with recently developed urticaria or allergic reaction.
